This study is presented, first, in the hope that it will impress its readers with their large responsibility in recognizing these cases and the necessity of promptly investigating them; and secondly, to call to their attention the fact that this report is confined to cases in the boundaries of South Carolina.
If one man working quietly in a small community has seen this number of foreign body cases from so limited an area, then there must be a large number of unrecognized cases in our midst. The technic of investigation is difficult and must be l~arned on the living subject. Much can"be done by practice on the human cadaver and the dog, but the problems involved present great divergence when applied to an animated subject.
The mortality in the study and removal of foreign bbdies should be very low. The average case incurs absolutely no danger to life if conducted with reasonable care.
The end results of the vast majority of cases of foreign bodies when not removed is death, ei~her from mechanical obstruction, erosion into vital structures, direct or indirect infection.
In my experience three foreign bodies have been coughed up, Cases 1, 5, and 36. In the first case this occurred after the child was in a reclining position with the larnyx suspended. In the second case, I while the grqin of corn was expelled, a minute portion of the husk remained which caused incessant cough for nine days until it was removed. In the thiFd case, a watermelon seed was coughed up faur months after being inhaled. I believe that most of the subjects of this study "'Read in section on Eye, Ear, Nose and Throat, Southern Medical Association, Thirteenth Annual Meeting, Asheville, N. C., Nov. 10-13, 1919. 'Yould have died sooner or later if they had been left to their fate.
The usefulness of per oral endoscopy is not 'limited to the removal of foreign bodies. There are many obscure conditions which physicians meet in daily practice which could and should be brought into the light of a bronchoscope. Ulcers of the trachea and esophagus, 'granulations, papilloma, tumors, asthma, aneurisms, abscess cavities, strictures, malignant growths, diverticula, etc., are coming into the clear light of an intelligent diagnosis more and more.
I do not think that every doctor should possess' himself of a bronchoscopic outfit, but it is essential that every one should promptly recognize these cases.
SYMPTOMS OF FOREIGN BODIES.
In most cases there is a history of a definite choking spell, varying in intensity from a transient cough or a constant hack to violent attacks of dyspnea. ' Jackson has truly said that cough was the watch dog of the lungs, but occasionally we find a case which is said not to have coughed after the passing of the first paroxysm. I have noticed in many cases a wheezing which did not bear a definite relation to the size or location ,of the foreign body.
The nature and size of the foreign body will determine the presence or absence of physical signs in the chest.
If the patient is seen early after an irritating substance, like a peanut kernel, has been inhaled, moist rales are heard in the neighborhood of the foreign body.
If a longer time has elapsed, both sides of the chest may be filled with moistur~. If the offending substance is large enough completely to obstruct a; bronchus, then breath sounds are absent in the part of the lung supplied by that bronchus. SometifIles a foreign body may act like a ball valve, permitting air to accumulate distal to it until the cut-off part of the lung becomes tympanitic (see case 14).
After an expert physical study of a chest has been made one is often without definite indications of a foreign body. The study of a case is never complete without an X-ray plate. Often all the above means fail and one has to resort to the cope without having any definite information as to the nature of the foreign body or its location.
ANESTHESIA.
Any child or adult who can be controlled and kept from over-violent resistance should never have a general anesthetic; neither should any patient who has a dyspnea. When a general anesthetic is administered the voluntary muscles of respiration are put out of action, and it is through these musclesthat the patient is kept alive in the presence of severe dyspnea.
The most difficult ages to handle are from 6 to 15 years. Often they sulk or are overcome with fright and can not be controlled. Under these circumstances as much chloroform should be used as is necessary to keep the patient quiet. Never push an anesthetic under any circumstance to the stage where the cough reflex is abolished.
In very young infants and children I do not use any anesthetic, not even cocain, unless it be to apply a minute quantity to the depths of the lungs to~vercome cough under certain circ.umstances. In adults 10 per cent solution of cocain is usually sufficient when applied in the larnyx two or three times. POST-OPERATIVE DY·SPNEA., In this study five cases had to be intubated because of postoperative dyspnea. The reason for this is twofold: (1) Inflammatory infiltration and (2) injury from over large tube, or trauma inflicted by a struggling subject. The obstructing lesion is usually located high up in the trachea.
The more experience one has the smaller the caliber of the bronchoscope he can work through. The larger my experience grows the less I am inclined to open the trachea for the removal of foreign bodies or for the relief of dyspnea. I believe that intubation is a better procedure for the relief of subglottic edema than tracheotomy, when the lesion does not extend beyond the reach of the intubation tube. Case 5.-A grain of corn was expelled by coughing 24 hours after inhaling it, but cough, which was constant day and night, continued for eight days. Morphin at night gave but little relief. Thinking to find a fragment of the grain of corn, the pati'ent was scoped, and a small fragment of husk was removed from the secondary left bronchus. Patient did not cough again after leaving the table.
Case 6.......:.Edema, probably traumatic. Case 8.-Edema, and bronchitis probably from septic pin, as it had been repeatedly.used in a lady's veil and had probably been held in the mouth repeatedly.
Case 13.-Pin was first exposed with long narrow speculum, baby collapsed, respiration and heart stopped and my assistant counseled desistance. I discovered that the speculum had caused the trachea to collapse, thus shutting off respiration. This had never occurred to me before, and I was not on the lookout for it. A small tube exposed the pin after the child reacted, but it slid merrily da.wn into the stomach.
Case 14.
-The extreme tympany in this chest and the swollen mucosa around the grain of corn led me to think that the corn had acted like a ball valve, admitting air and imprisoning it.
. Case'IS.-Edema in this case was probably due to the intensely irritating quality of the peanut oil, or, as Jackson has called it, arachitic bronchitis.
Case 17.-Some authorities ,do not believe that the heart or respiration is stopped by str,etching of the subglottic area, but in this case respiration stopped after passing a tightly fitting tube through this space and was resumed on withdrawing the scope. Through a tracheal incision the foreign body was readily removed and was accompanied by a flood of pus which threatened drowning. This was the first instance where I had 'Qpened the trachea for removal of a foreign body, and I should have been content to have left the case alone at this stage. 'Thinking to encourage healing of the tracheal wound, I decided to slip in an O'Dwyer tube. 'The edema was considerable and the tube tight fitting. As soon as the tube was seated the heart ceased to beat and could not be aroused. In a few cases since this I have been content to trust to the tracheal wound for FOREIGN BODIES IN THE LUNGS~E'l'C. 683 breathing and leave it absolutely alone except to keep it scrupulously clean.
Case 20 was one of threatened drowning. I believe the future holds a field of usefulness for the bronchoscope in similar conditions. . Case 23.-Similar to case 17 in respect to cessation of respiration on introduction of scope. After respiration was reestablished I could not persuade a 5 mm. scope to reenter the trachea. Trachea incised, but the trachitis was so intense that a 5 mm. tube would not enter. This was previous to the manufacture of a 4 mm. scope. Another physician attempted to introduce the tube through the high and low route with similar results. 
